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ConnectiCare Benefits At A Glance COﬂﬂECt?CB re

Affordable, quality health coverage for all offered through Access Health CT. Learn more at ConnectiCareSales.com.
Call today! (866) 714-8990 (TTY: 711)

Choice Bronze Alternative POS Choice Bronze Standard POS
with Dental and Vision Value Bronze Standard POS
In-Network (INN)/Out-of-Network (OON) In-Network Out-of-Network In-Network Out-of-Network
VALUE BASICS
Teladoc Virtual Care Visits 24/7/365 No-Cost 50% after ded No-Cost 50% after ded
Annual Wellness Visit - Adults No-Cost 50% No-Cost 50%
iglldﬂge Preventive Screenings - Children & No-Cost 50% No-Cost 50%
(RX;;ciSnSn\éiesriozré;Exqm - Children $70 50% after ded $70 after ded 50% after ded
Routine Eyewear - Children (Ages under 26) 50% after ded 50% after ded No-Cost 50% after ded
Preventive Prescription Drugs No-Cost 50% after ded No-Cost 50% after ded
24-Hour Nurse Advice Line No-Cost N/A No-Cost N/A
BENEFITS AND COST SHARE HIGHLIGHTS
Deductible (Ind/Fam) $7000 / $14,000 $$13560c§)c§)o/ $7000 / $14,000 $13,100 / $26,200
Drug Deductible (Ind/Fam) Comb. w/ Med Comb. w/ Med Comb. w/ Med Comb. w/ Med
$20,000 / $10,000 / $18,200 /
Emergency Room Facility 45% after ded 45% g'gtc?r Il $450 after ded $450 é::jer Il
Urgent Care Services $100 50% after ded $75 50% after ded
**Retail Rx (cost share based on 30 day supply per prescription) Insulin and non-insulin drugs are covered up to a max of $25 for each 30-day supply.
§ Mail-order is available for non-specialty drugs marked “MAIL" on the formulary. For mail-order Rx, a 90-day supply is provided at three times (3x) the SERVICES WITHOUT
30-day retail cost-sharing amount. ANY DEDUCTIBLE
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Choice Bronze Alternative POS Choice Bronze Standard POS
with Dental and Vision Value Bronze Standard POS
In-Network (INN)/Out-of-Network (OON) In-Network Out-of-Network In-Network Out-of-Network
INPATIENT SERVICES
$500 per 50%
Inpatient Facility Fee day after ded ~ 70 Per
*Professional Fees May Apply 45% after ded 50% after ded (61,800 max per admwgsg after

admission)

OUTPATIENT PROFESSIONAL OFFICE VISITS SERVICES

Primary Care S50 50% after ded $50 50% after ded
Specialty Care $70 after ded 50% after ded $70 after ded 50% after ded
Rehabilitative and Habilitative Services $30 after ded 50% after ded $30 after ded 50% after ded
Mental / Behavioral Health Services / $50 50% after ded $50 50% after ded

Substance Use Disorder Services

**Retail Rx (cost share based on 30 day supply per prescription) Insulin and non-insulin drugs are covered up to a max of $25 for each 30-day supply. SERVICES WITHOUT
§ Mail-order is available for non-specialty drugs marked “MAIL" on the formulary. For mail-order Rx, a 90-day supply is provided at three times (3x) the
30-day retail cost-sharing amount.

ANY DEDUCTIBLE




2026

ConnectiCare Benefits At A Glance COI"II"IECt?CB re

Choice Bronze Alternative POS Choice Bronze Standard POS
with Dental and Vision Value Bronze Standard POS
In-Network (INN)/Out-of-Network (OON) In-Network Out-of-Network In-Network Out-of-Network

OUTPATIENT HOSPITAL FACILITY SERVICES

$500 after ded
45% after ded at an at an Outpatient

Outpa;czljgitliﬁospltal Hospital Facility
Outpatient Facility Fee Y 50% after ded 50% after ded

$500 after ded at an $300 after ded

at an Ambulatory
Ambulatory Surgery Center Surgery Center

45% after ded at an
Outpatient Hospital

Outpatient Professional Fee Facility 50% after ded SO after ded 50% after ded

SO after ded at an
Ambulatory Surgery Center

$75 after ded up

45% after ded at an to a combined
. Outpatient Facility Center annual maximum
gdvanced Imagingand 50% after ded  of $375 for MRl 50% after ded
P 9 S75 after ded at and CAT scans;
Independent Provider $400 for PET
scans

45% after ded at an
Outpatient Facility Center
Routine X- Ray and Diagnostic Services 50% after ded S40 after ded 50% after ded
$70 after ded at
Independent Provider

Laboratory Tests $25 after ded 50% after ded $20 50% after ded

**Retail Rx (cost share based on 30 day supply per prescription) Insulin and non-insulin drugs are covered up to a max of $25 for each 30-day supply. SERVICES WITHOUT
§ Mail-order is available for non-specialty drugs marked “MAIL" on the formulary. For mail-order Rx, a 90-day supply is provided at three times (3x) the
30-day retail cost-sharing amount.

ANY DEDUCTIBLE
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Choice Bronze Standard POS
Value Bronze Standard POS
In-Network (INN)/Out-of-Network (OON) In-Network Out-of-Network In-Network Out-of-Network
PRESCRIPTION DRUGSS

Choice Bronze Alternative POS
with Dental and Vision

Preventive Drugs No charge 50% after ded No charge 50% after ded
Preferred Generic Drugs $30 50% after ded $15 50% after ded
Preferred Brand Drugs $100 after ded 50% after ded $50 50% after ded

Non-Preferred Drugs 50% after ded 50% after ded 50% after ded 50% after ded

Specialty Drugs

50% after ded
($500 max per
prescription)

50% after ded

50% after ded
($500 max per
prescription)

50% after ded

**Retail Rx (cost share based on 30 day supply per prescription) Insulin and non-insulin drugs are covered up to a max of $25 for each 30-day supply.
§ Mail-order is available for non-specialty drugs marked “MAIL" on the formulary. For mail-order Rx, a 90-day supply is provided at three times (3x) the
30-day retail cost-sharing amount.

SERVICES WITHOUT
ANY DEDUCTIBLE
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. . . Choice Silver Standard POS

Choice Bronze Standard POS HSA Choice Silver Standard POS (CSR 73%)
. Value Silver Standard POS
Value Bronze Standard POS HSA Value Silver Standard POS (CSR 73%)
In-Network (INN)/Out-of-Network (OON) In-Network Out-of-Network In-Network Out-of-Network In-Network Out-of-Network
VALUE BASICS
Teladoc Virtual Care Visits 24/7/365 0% after ded 50% after ded No-Cost 40% after ded No-Cost 40% after ded
Annual Wellness Visit - Adults No-Cost 50% No-Cost 40% No-Cost 40%
Routine Preventive Screenings - No-Cost 50% No-Cost 40% No-Cost 40%
?}%?Igpeen\éksé%r; E)r(%':r 56) 20% after ded 50% after ded S60 40% after ded S60 40% after ded
Routine Eyewear - Children (Ages under 26) SO after ded 50% after ded No-Cost 50% after ded No-Cost 50% after ded
Preventive Prescription Drugs No-Cost 50% after ded No-Cost 40% after RX ded No-Cost 40% after RX ded
24-Hour Nurse Advice Line No-Cost N/A No-Cost N/A No-Cost N/A
BENEFITS AND COST SHARE HIGHLIGHTS
Deductible (Ind/Fam) $6,500 / $13,000 $$}§é?ooooo/ $5,000 / $10,000 $$12°é‘?00000/ $5,000 / $10,000 $$1200’?ooooo/
Drug Deductible (Ind/Fam) Comb. w/ Med Comb. w/ Med $250 / $500 $500 / $1,000 $250 / $500 $500 / $1,000
$14.450 / $18,200 / $18,200 /

Out of Pocket Max (Ind/Fam) $7,225 [ $14,450 $28900 $9400 / $18,800 $36.400 $7,675 [ $15,350 S36.400
Emergency Room Facility 20% after ded 20% thC?r Il $450 after ded $450 é:l:fjer Il $450 after ded $450 g:ger Dl
Urgent Care Services 20% after ded 50% after ded $75 40% after ded $75 40% after ded

**Retail Rx (cost share based on 30 day supply per prescription) Insulin and non-insulin drugs are covered up to a max of $25 for each 30-day supply.
§ Mail-order is available for non-specialty drugs marked “MAIL" on the formulary. For mail-order Rx, a 90-day supply is provided at three times (3x) the

SERVICES WITHOUT

30-day retail cost-sharing amount. ANY DEDUCTIBLE
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Choice Silver Standard POS

Choice Bronze Standard POS HSA Choice Silver Standard POS (CSR 73%)
Value Bronze Standard POS HSA Value Silver Standard POS ellee Sl(léeSrRS;cggzl)ard HO
In-Network (INN)/Out-of-Network (OON) In-Network Out-of-Network In-Network Out-of-Network In-Network Out-of-Network
INPATIENT SERVICES
] - 500 after ded 500 after ded
Lrlgpcﬁlent Fccllll_lty F(K/Ie App] 20% after ded 50% afterded  ($2,000 max per 40% afterded ($2,000 max per 40% after ded
eSS (PSS MIEH7 AR admission) admission)

OUTPATIENT PROFESSIONAL OFFICE VISITS SERVICES

Primary Care 20% after ded 50% after ded S45 40% after ded S45 40% after ded
Specialty Care 20% after ded 50% after ded S60 40% after ded S60 40% after ded
Rehabilitative and Habilitative Services 20% after ded 50% after ded S30 40% after ded S30 40% after ded

Mental / Behavioral Health Services /

Substance Use Disorder Services 20% after ded 50% after ded S45 40% after ded S45 40% after ded

**Retail Rx (cost share based on 30 day supply per prescription) Insulin and non-insulin drugs are covered up to a max of $25 for each 30-day supply.
§ Mail-order is available for non-specialty drugs marked “MAIL" on the formulary. For mail-order Rx, a 90-day supply is provided at three times (3x) the

SERVICES WITHOUT

30-day retail cost-sharing amount. ANY DEDUCTIBLE
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Choice Silver Standard POS

Choice Bronze Standard POS HSA Choice Silver Standard POS (CSR 73%)
. Value Silver Standard POS
Value Bronze Standard POS HSA Value Silver Standard POS (CSR 73%)
In-Network (INN)/Out-of-Network (OON) In-Network Out-of-Network In-Network Out-of-Network In-Network Out-of-Network
OUTPATIENT HOSPITAL FACILITY SERVICES
S500 after ded S500 after ded
at an Outpatient at an Outpatient
Hospital Facility Hospital Facility
Outpatient Facility Fee 20% after ded 50% after ded 40% after ded 40% after ded
S300 after ded S300 after ded
at an Ambulatory at an Ambulatory
Surgery Center Surgery Center
Outpatient Professional Fee 20% after ded 50% after ded SO after ded 4L0% after ded S0 after ded 4L0% after ded
$75 up to a $75 up to a
combined c|nr$1ucll combined cmgucll
Advanced Imaging and maximum of $375 maximum of $375
Specialized Scanning Services 2o ST elze S0P eiiEr cee for MRl and CAT ~ #0% aifEreze for MRl and CAT ~ #0% alfzzr alze
scans; S400 for scans; S400 for
PET scans PET scans
Routine X- Ray and Diagnostic Services 20% after ded 50% after ded S40 after ded 40% after ded S40 after ded 40% after ded
Laboratory Tests 20% after ded 50% after ded $25 40% after ded $25 40% after ded

**Retail Rx (cost share based on 30 day supply per prescription) Insulin and non-insulin drugs are covered up to a max of $25 for each 30-day supply.
§ Mail-order is available for non-specialty drugs marked “MAIL" on the formulary. For mail-order Rx, a 90-day supply is provided at three times (3x) the

SERVICES WITHOUT

30-day retail cost-sharing amount. ANY DEDUCTIBLE
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. . . Choice Silver Standard POS
Choice Bronze Standard POS HSA Choice Silver Standard POS (CSR 73%)
. Value Silver Standard POS
Value Bronze Standard POS HSA Value Silver Standard POS (CSR 73%)
In-Network (INN)/Out-of-Network (OON) In-Network Out-of-Network In-Network Out-of-Network In-Network Out-of-Network
PRESCRIPTION DRUGSS
Preventive Drugs No charge 50% after ded No charge 40% after RX ded No charge 40% after RX ded
Preferred Generic Drugs 20% after ded 50% after ded $10 40% after RX ded S10 40% after RX ded
Preferred Brand Drugs 25% after ded 50% afterded  $50 after RX ded 40% after RX ded $50 after RX ded 40% after RX ded
Non-Preferred Drugs 30% after ded 50% afterded  $75 after RX ded 40% after RX ded $75 after RX ded 40% after RX ded
30% after ded 20% after RX ded 20% after RX ded
Specialty Drugs ($500 max per 50% after ded ($200 max per 40% after RXded ($100 max per 40% after RX ded
prescription) prescription) prescription)

**Retail Rx (cost share based on 30 day supply per prescription) Insulin and non-insulin drugs are covered up to a max of $25 for each 30-day supply. SERVICES WITHOUT
§ Mail-order is available for non-specialty drugs marked “MAIL" on the formulary. For mail-order Rx, a 90-day supply is provided at three times (3x) the ANY DEDUCTIBLE
30-day retail cost-sharing amount.
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Choice Silver Standard POS

Choice Silver Standard POS

Choice Covered Connecticut

(CSR 87%) (CSR 94%) Program (87)
Value Silver Standard POS Value Silver Standard POS Value Covered Connecticut
(CSR 87%) (CSR 94%) Program (87)
In-Network (INN)/Out-of-Network (OON) In-Network Out-of-Network In-Network Out-of-Network In-Network Out-of-Network

VALUE BASICS

Teladoc Virtual Care Visits 24/7/365

No-Cost

4L0% after ded

No-Cost

State: 40% after
ded

40% after ded No-Cost e
Member: SO
Annual Wellness Visit - Adults No-Cost 40% No-Cost 40% No-Cost aiarﬁieﬁ?g@
Routine Preventive Screenings - No-Cost 40% No-Cost 40% No-Cost S e
. . . State: 40% after
Routine Vision Exam - State: $45
Children (Ages under 26) $45 40% after ded $30 40% after ded Member: SO Men'?begr: $0
State: 50% after
Routine Eyewear - Children (Ages under 26) No-Cost 50% after ded No-Cost 50% after ded No-Cost ded
Member: SO
State: 40% after
Preventive Prescription Drugs No-Cost 40% after RX ded No-Cost 40% after RX ded No-Cost RX ded
Member: SO
24-Hour Nurse Advice Line No-Cost N/A No-Cost N/A No-Cost N/A

**Retail Rx (cost share based on 30 day supply per prescription) Insulin and non-insulin drugs are covered up to a max of $25 for each 30-day supply.
§ Mail-order is available for non-specialty drugs marked “MAIL" on the formulary. For mail-order Rx, a 90-day supply is provided at three times (3x) the
30-day retail cost-sharing amount.

SERVICES WITHOUT

ANY DEDUCTIBLE
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Choice Silver Standard POS Choice Silver Standard POS Choice Covered Connecticut
(CSR 87%) (CSR 94%) Program (87)
Value Silver Standard POS Value Silver Standard POS Value Covered Connecticut
(CSR 87%) (CSR 94%) Program (87)
In-Network (INN)/Out-of-Network (OON) In-Network Out-of-Network In-Network Out-of-Network In-Network Out-of-Network

BENEFITS AND COST SHARE HIGHLIGHTS

State: $415/ State: $10,000 /

Deductible (Ind/Fam) $415 / $830 B $0 A $830 $26,000
' ’ Member: $O Member: SO
. State: S500 /
Drug Deductible (Ind/Fam) $50 / $100 $500 / $1,000 $0 6500 / $1,000 State:$50/8100 $1,000
Member: SO Member: $O
State: $2950 /  gtate: $18,200 /
Out of Pocket Max (Ind/Fam) $2.950 / $5900 $$13852L?ooo/ $1,350 / $2,700 $$13f362‘?o°o/ $5900 $34,400
' ' Member: $O Member: SO
State: $150 State: $150
Emergency Room Facility $150 after ded $150 ggtder ININ $50 $50 after ded after INN ded
Member: $O Member: $O
State: 40%
Urgent Care Services $35 40% after ded $25 40% after ded State: $35 after ded
Member: SO
Member: SO

**Retail Rx (cost share based on 30 day supply per prescription) Insulin and non-insulin drugs are covered up to a max of $25 for each 30-day supply.
§ Mail-order is available for non-specialty drugs marked “MAIL" on the formulary. For mail-order Rx, a 90-day supply is provided at three times (3x) the

SERVICES WITHOUT

30-day retail cost-sharing amount. ANY DEDUCTIBLE
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Choice Silver Standard POS Choice Silver Standard POS Choice Covered Connecticut
(CSR 87%) (CSR 94%) Program (87)
Value Silver Standard POS Value Silver Standard POS Value Covered Connecticut
(CSR 87%) (CSR 94%) Program (87)
In-Network (INN)/Out-of-Network (OON) In-Network Out-of-Network In-Network Out-of-Network In-Network Out-of-Network
INPATIENT SERVICES
State: $100 day / .
: - 100 after ded : State: 40%
Inpatient Facility Fee S $75 ($300 max $400 admit
*Professional Fees May Apply ($gggi2;?gn§er 40% after ded per admission) 40% after ded Maftebr deé:lO Mcéfnt.\ege?.ego
ember: :

OUTPATIENT PROFESSIONAL OFFICE VISITS SERVICES

State: 40%

. State:$35
(o) [o)
Primary Care S35 40% after ded $15 40% after ded Member: $0 qufn&el::e(;l—:ego
. State: 40%
Specialty Care $50 40% after ded $30 40% after ded 2 e S,SO after ded
Member: $O Member: SO
State: $20 State: 40%
Rehabilitative and Habilitative Services $20 4L0% after ded $20 4L0% after ded ° Y after ded
Member: SO Member: $0
. . State: 40%
Mental / Behavioral Health Services / State:$35
Substance Use Disorder Services $35 40% after ded $15 40% after ded Member: SO Mc;fnt‘\egecil”ego

**Retail Rx (cost share based on 30 day supply per prescription) Insulin and non-insulin drugs are covered up to a max of $25 for each 30-day supply.

§ Mail-order is available for non-specialty drugs marked “MAIL" on the formulary. For mail-order Rx, a 90-day supply is provided at three times (3x) the SERVICES WITHOUT

30-day retail cost-sharing amount. ANY DEDUCTIBLE
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Choice Silver Standard POS Choice Silver Standard POS Choice Covered Connecticut Program
(CSR 87%) (CSR 94%) (87)
Value Silver Standard POS Value Silver Standard POS Value Covered Connecticut
(CSR 87%) (CSR 94%) Program (87)
In-Network (INN)/Out-of-Network (OON) In-Network Out-of-Network In-Network Out-of-Network In-Network Out-of-Network
OUTPATIENT HOSPITAL FACILITY SERVICES
State: S100
S$100 after ded S$75 at an after ded at

an Outpatient

at an Outpatient Outpatient : e
Hospital Facility Hospital Facility H°hjg§°geﬁ?g'(')'ty State: 40%
Outpatient Facility Fee 40% after ded 40% after ded State: $;60 after ded
S60 after ded at S45 at an ofter ded at Member: SO
an Ambulatory Ambulatory Ambulat
Surgery Center Surgery Center an Ambuatory
Surgery Center
Member: SO
State: SO State: 40%
Outpatient Professional Fee SO after ded 40% after ded (50) 40% after ded after ded after ded
Member: SO Member: SO
State: $60 up to a
$60uptoa $50uptoa combined annual
combined c:nsnucll combined c|n$nual maximum of $360 State: 0%
Advanced Imaging and maximum of $360 maximum of $350 for MRl and CAT ’
Specialized Scanning Services for MRI and CAT 40% after ded for MRl and CAT 40%ciafterdea scans; $400 for M%fnt,]ege?_ego
scans; S400 for scans; S400 for PET scans :
PET scans PET scans
Member: SO
State: $30 State: 40%
Routine X- Ray and Diagnostic Services $30 after ded 40% after ded $25 40% after ded after ded after ded
Member: SO Member: SO
State: $15 State: 40%
Laboratory Tests $15 40% after ded $10 40% after ded Member- SO after ded
: Member: SO

**Retail Rx (cost share based on 30 day supply per prescription) Insulin and non-insulin drugs are covered up to a max of $25 for each 30-day supply.
§ Mail-order is available for non-specialty drugs marked “MAIL" on the formulary. For mail-order Rx, a 90-day supply is provided at three times (3x) the

SERVICES WITHOUT

30-day retail cost-sharing amount. ANY DEDUCTIBLE
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Choice Silver Standard POS Choice Silver Standard POS Choice Covered Connecticut
(CSR 87%) (CSR 94%) Program (87)
Value Silver Standard POS Value Silver Standard POS Value Covered Connecticut
(CSR 87%) (CSR 94%) Program (87)
In-Network (INN)/Out-of-Network (OON) In-Network Out-of-Network In-Network Out-of-Network In-Network Out-of-Network

PRESCRIPTION DRUGSS

State: 40%

Preventive Drugs No charge 40% after RX ded No charge 40% after RX ded No charge after RX ded

Member: SO

State: $10 State: 40%

Preferred Generic Drugs $10 40% after RX ded S5 40% after RX ded - after RX ded
Member: SO .

Member: SO

. State: 40%

Preferred Brand Drugs $25 40% after RX $10 40% after RX ded State: $_25 after RX ded
ded Member: SO )

Member: SO

State: S40 State: 40%

Non-Preferred Drugs S40 after RX ded 40%dc;t:ler RX S$30 40% after RX ded after RX ded after RX ded

Member: SO Member: SO

State: 20% after

20% after RX State: 40%

Specialty Drugs ded ($60 max per 0% Gl e Ze% ($6Q MAX' 4,0% after RX ded . ($(?O max after RX ded
e ded per prescription) per prescription) .

prescription) Member: SO

Member: SO

**Retail Rx (cost share based on 30 day supply per prescription) Insulin and non-insulin drugs are covered up to a max of $25 for each 30-day supply.

§ Mail-order is available for non-specialty drugs marked “MAIL" on the formulary. For mail-order Rx, a 90-day supply is provided at three times (3x) the SERVICES WITHOUT

30-day retail cost-sharing amount. ANY DEDUCTIBLE
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Choice Covered

Connecticut Program (94) Choice Gold Standard POS

. Choice Gold Alternative POS
Value Covered Connecticut

Program (94)
In-Network (INN)/Out-of-Network (OON) In-Network Out-of-Network In-Network Out-of-Network In-Network Out-of-Network

VALUE BASICS

State: 40% after
ded

Value Gold Standard POS

Teladoc Virtual Care Visits 24/7/365 No-Cost e No-Cost 30% after ded No-Cost 50% after ded
Member: SO
Annual Wellness Visit - Adults No-Cost atec’rg‘;’e‘;f)é’g No-Cost 30% No-Cost 50%
Routine Preventive Screenings - No-Cost S No-Cost 30% No-Cost 50%
. . . State: 40% after
Routine Vision Exam - State: $30
Children (Ages under 26) Member: SO Men::lbegr: $0 $40 30% after ded $50 50% after ded
State: 50% after
Routine Eyewear - Children (Ages under 26) No-Cost ded No-Cost 50% after ded 50% after ded 50% after ded
Member: SO
State: 40% after
Preventive Prescription Drugs No-Cost RX ded No-Cost 30% after RX ded No-Cost 50% after RX ded
Member: SO
24-Hour Nurse Advice Line No-Cost N/A No-Cost N/A No-Cost N/A

**Retail Rx (cost share based on 30 day supply per prescription) Insulin and non-insulin drugs are covered up to a max of $25 for each 30-day supply.

§ Mail-order is available for non-specialty drugs marked “MAIL" on the formulary. For mail-order Rx, a 90-day supply is provided at three times (3x) the S;E;R\I\Q%E%UWCI):H-'B?_ET
30-day retail cost-sharing amount.
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Choice Covered

Connecticut Program (94) Choice Gold Standard POS

. Choice Gold Alternative POS
Value Covered Connecticut

Program (94)
In-Network (INN)/Out-of-Network (OON) In-Network Out-of-Network In-Network Out-of-Network In-Network Out-of-Network
BENEFITS AND COST SHARE HIGHLIGHTS

Value Gold Standard POS

ﬁ

State: 310,000

Deductible (Ind/Fam) SO $20,000 $1,200 /82,400 $3,000/S$6000 $2,000/84000 $7000 /$14,000
Member: SO
State: $500 /
Drug Deductible (Ind/Fam) SO $1,000 $50 / $100 $350 / $700 $75 / $150 S$500 / $1,000
Member: SO
State: $1,350/  State: $18,200 / $12,000 /
Out of Pocket Max (Ind/Fam) $2,700 $36,400 $7,375 / $14,750 $14,750 / $29,500 $7900 / $15,800 e
Member: SO Member: SO ’
.. : c % INN
Emergency Room Facility S:?‘;cgeiss% S:?:geizoo $400 $400 30% after ded 30% g:téar
State: 40% after
. State: $25
Urgent Care Services Member: $0 ded $50 30% after ded 30% 50% after ded
' Member: $O

**Retail Rx (cost share based on 30 day supply per prescription) Insulin and non-insulin drugs are covered up to a max of $25 for each 30-day supply.
§ Mail-order is available for non-specialty drugs marked “MAIL" on the formulary. For mail-order Rx, a 90-day supply is provided at three times (3x) the

SERVICES WITHOUT

30-day retail cost-sharing amount. ANY DEDUCTIBLE
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Choice Covered

Connecticut Program (94) Choice Gold Standard POS

. Choice Gold Alternative POS
Value Covered Connecticut

Program (94)
Out-of-Network

Value Gold Standard POS

In-Network (INN)/Out-of-Network (OON)
INPATIENT SERVICES

In-Network In-Network Out-of-Network

In-Network Out-of-Network

State: $75
. s State: 40% S$500 after ded
I*npatlenj: el Fe ($300 max per after ded ($1,000 per 30% after ded 30% after ded 50% after ded
Professional Fees May Apply ﬁdmi)ssmg)o e sE Al e )
ember: :

OUTPATIENT PROFESSIONAL OFFICE VISITS SERVICES

State: 40%

Primary Care MS:r?':cg:efjéso after deg $20 30% after ded S40 50% after ded
: Member: SO
State: $30 State: 40%
Specialty Care Member. 30 after deg $S40 30% after ded $50 50% after ded
: Member: SO
State: $20 State: 40%
Rehabilitative and Habilitative Services Membér* 80 after deg $20 30% after ded 30% after ded 50% after ded
: Member: SO
. . State: 40%
Mental / Behavioral Health Services / State: $15
Substance Use Disorder Services Member: SO qufr;ege?,ego $20 30% after ded $40 50% after ded

**Retail Rx (cost share based on 30 day supply per prescription) Insulin and non-insulin drugs are covered up to a max of $25 for each 30-day supply.

§ Mail-order is available for non-specialty drugs marked “MAIL" on the formulary. For mail-order Rx, a 90-day supply is provided at three times (3x) the
30-day retail cost-sharing amount.

SERVICES WITHOUT
ANY DEDUCTIBLE
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Choice Covered
Connecticut Program (94)

In-Network (INN)/
Out-of-Network (OON)

[ )
ConnectiCare

Value Covered Connecticut
Program (94)

In-Network

OUTPATIENT HOSPITAL FACILITY SERVICES

Out-of-Network

Choice Gold Standard POS

Value Gold Standard POS

In-Network

Out-of-Network

Choice Gold Alternative POS

In-Network

Out-of-Network

Outpatient Facility Fee

State: $75 at an
Outpatient Hospital
Facility Member: SO

State: $45 at an
Ambulatory Surgery

Center
Member: SO

State: 40%
after ded
Member: SO

$500 after ded
at an Outpatient
Hospital Facility
$300 after ded
at an Ambulatory
Surgery Center

30% after ded

30% after ded at an
Outpatient Facility
$250 at an
Ambulatory Surgery
Center

50% after ded

Outpatient Professional Fee

$0

State: 40%
after ded
Member: SO

SO after ded

30% after ded

30% after ded at an
Outpatient Facility
$0 at an Ambulatory
Surgery Center

50% after ded

Advanced Imaging and
Specialized Scanning Services

State: $50 up to a
combined annual
maximum of $350
for MRl and CAT
scans; $S400 for PET
scans

State: 40%
after ded
Member: SO

$65uptoa
combined annual
maximum of $375
for MRl and CAT
scans; $S400 for PET

30% after ded

30% after ded at an
Outpatient Facility
S$75 after ded
(5 copay max)
at Independent

50% after ded

Member: $O scans Provider
30% after ded at an
. State: 40% . oy
Routine X- Ray and State: $25 Outpatient Facility
Diagnostic Services Member: SO Mcefr;ebrec:.ego $40 after ded 30% after ded $50 at Independent 50% after ded
) Provider
. State: 40%
Laboratory Tests State: $,10 after ded S$10 30% after ded S$10 50% after ded
Member: $O Member: SO

**Retail Rx (cost share based on 30 day supply per prescription) Insulin and non-insulin drugs are covered up to a max of $25 for each 30-day supply.
§ Mail-order is available for non-specialty drugs marked “MAIL" on the formulary. For mail-order Rx, a 90-day supply is provided at three times (3x) the
30-day retail cost-sharing amount.

SERVICES WITHOUT
ANY DEDUCTIBLE
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Choice Covered

Connecticut Program (94) Choice Gold Standard POS

. Choice Gold Alternative POS
Value Covered Connecticut

Program (94)
In-Network (INN)/Out-of-Network (OON) In-Network Out-of-Network In-Network Out-of-Network In-Network Out-of-Network

PRESCRIPTION DRUGSS

State: 40% after

Value Gold Standard POS

Preventive Drugs No charge RX ded$ No charge 30% after RX ded No charge 50% after RX ded
Member: SO
State: $5 State: 40% after
Preferred Generic Drugs Member- 30 RX ded$ S5 30% after RX ded S10 50% after RX ded
: Member: SO
State: $10 State: 40% after
Preferred Brand Drugs Member. 30 RX ded$ $35 30% after RX ded $S40 50% after RX ded
: Member: SO
State: $30 State: 40% after
Non-Preferred Drugs Membér' $0 RX ded$ S60 30% after RXded 20% afterded 50% after RX ded
: Member: SO
(gg%t?r:\g)?%er State: 40% after 20% after RX ded 20% after ded
Specialty Drugs rescri ticF))n) RX ded ($100 max per 30% after RXded ($750 max per 50% after RX ded
P p. Member: SO rescription) rescription)
Member: SO P P P P

**Retail Rx (cost share based on 30 day supply per prescription) Insulin and non-insulin drugs are covered up to a max of $25 for each 30-day supply.

§ Mail-order is available for non-specialty drugs marked “MAIL" on the formulary. For mail-order Rx, a 90-day supply is provided at three times (3x) the S;E;R\I\Q%E%UWCI;;'TB?_ET
30-day retail cost-sharing amount.
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Choice Catastrophic POS with
Dental and Vision

In-Network (INN)/Out-of-Network (OON) In-Network Out-of-Network
VALUE BASICS

Teladoc Virtual Care Visits 24/7/365 SO after ded 50% after ded
Annual Wellness Visit - Adults No-Cost 50%
Routine Preventive Screenings -

Children & Adults No-Cost 50%
Routine Vision Exam -

Children (Ages under 26) $0 after ded 50% after ded
Routine Eyewear - Children (Ages under 26) S0 after ded 50% after ded
Preventive Prescription Drugs No-Cost 50% after ded
24-Hour Nurse Advice Line No-Cost N/A

BENEFITS AND COST SHARE HIGHLIGHTS

Deductible (Ind/Fam) $10,600 / $21,200 $15,000 / $30,000
Drug Deductible (Ind/Fam) Comb. w/ Med Comb. w/ Med
Out of Pocket Max (Ind/Fam) $10,600 / $21,200 $20,000 / $40,000
Emergency Room Facility $O after ded $O after INN ded
Urgent Care Services S0 after ded 50% after ded
**Retail Rx (cost share based on 30 day supply per prescription) Insulin and non-insulin drugs are covered up to a max of $25 for each 30-day supply. SERVICES WITHOUT

§ Mail-order is available for non-specialty drugs marked “MAIL" on the formulary. For mail-order Rx, a 90-day supply is provided at three times (3x) the

30-day retail cost-sharing amount. ANY DEDUCTIBLE
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Choice Catastrophic POS with
Dental and Vision

In-Network (INN)/Out-of-Network (OON) In-Network Out-of-Network
INPATIENT SERVICES

Inpatient Facility Fee
*Professional Fees May Apply $0 after ded 50% after ded

OUTPATIENT PROFESSIONAL OFFICE VISITS SERVICES
S30 first 3 visits then

Primary Care

50% after ded

SO after ded
Specialty Care $0 after ded 50% after ded
Rehabilitative and Habilitative Services SO after ded 50% after ded
. . $30 first 3 visits
Mental / Behqwotal Health Services / N ey 50% after ded
Substance Use Disorder Services . .
(combined with PCP)

OUTPATIENT HOSPITAL FACILITY SERVICES

Outpatient Facility Fee $0 after ded 50% after ded
Outpatient Professional Fee $0 after ded 50% after ded
édvq_nc.ed Imaglng. and . SO after ded 50% after ded
pecialized Scanning Services
Routine X- Ray and Diagnostic Services $O after ded 50% after ded
Laboratory Tests SO after ded 50% after ded
**Retail Rx (cost share based on 30 day supply per prescription) Insulin and non-insulin drugs are covered up to a max of $25 for each 30-day supply. SERVICES WITHOUT

§ Mail-order is available for non-specialty drugs marked “MAIL" on the formulary. For mail-order Rx, a 90-day supply is provided at three times (3x) the
30-day retail cost-sharing amount.

ANY DEDUCTIBLE
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Choice Catastrophic POS with
Dental and Vision

In-Network (INN)/Out-of-Network (OON) In-Network Out-of-Network
Preventive Drugs No charge 50% after ded
Preferred Generic Drugs SO after ded 50% after ded
Preferred Brand Drugs $0 after ded 50% after ded
Non-Preferred Drugs SO after ded 50% after ded
Specialty Drugs $0 after ded 50% after ded

ConnectiCare complies with applicable federal civil rights laws and does not discrim[note the basis of race, color, national origin, age, disability, or sex. ATENCAO: Se fala portugués, encontram-se
disponiveis servicos linguisticos, grdtis. Ligue para 800-251-7722 (TTY: 711). ATENCION: si habla espanol, tiene a su disposicion servicios gratuitos de asistencia linglistica. Llame al 800-251-7722
(TTY:711). Teladoc and related marks are trademarks of Teladoc Health, Inc. and are used by ConnectiCare with permission. ConnectiCare is the brand name used for products and services provided
by one or more ConnectiCare group of subsidiary companies. In Connecticut, individual and family health coverage is underwritten by ConnectiCare, Inc. (CCI), a licensed health care center, or by
ConnectiCare Benefits, Inc. (CBI) or ConnectiCare Insurance Company, Inc. (CICI), licensed insurers. Individual, family, and group dental coverage is underwritten by CICI. Group health coverage is
insured by CClI or insured or administered by CICI. All insurance contracts, policies, and group benefit plans contain exclusions and limitations. Not all coverage is available in all markets. For costs and
details of coverage, call or write your insurance broker or the company. ©2025 ConnectiCare, Inc. & Affiliates.

**Retail Rx (cost share based on 30 day supply per prescription) Insulin and non-insulin drugs are covered up to a max of $25 for each 30-day supply. SERVICES WITHOUT
§ Mail-order is available for non-specialty drugs marked “MAIL" on the formulary. For mail-order Rx, a 90-day supply is provided at three times (3x) the ANY DEDUCTIBLE
30-day retail cost-sharing amount.




